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ABSTRACT 
Financial resources invested in treatment programs in Hospitals are limited; programs that work 
with the mental illness caregivers are not an exception. To prioritize those who will be included 
in programs is by establishing factors criteria: cognitive level, urgency, motivation to participate, 
intention to change and commitment to change. This chapter explores the adequacy of the 
(02&$5(¶V 6\VWHPDWLF (YDOXDWLRQ 0RGHO DV D SURWRFRO WR HQVXUH WKDW(02&$5( LPSURYHV
FDUHJLYHUV¶ ZHOO-being as part of their education in Emotional Intelligence. The methodology 
follows a quasi-experimental pre-post design with two groups, one of them is a quasi-control 
group carried out during April to May of 2014. Sample size is 15 patients from the Sant Joan de 
Déu Hospital (Barcelona, Spain)-, 10 of them part of the experimental group (EG) -they 
attended the EMOCARE program for two months-. Results are discussed along with the 
theoretical framework, remarking (02&$5(¶V 6\VWHPDWLF (YDOXDWLRQ 0RGHO LV DGHTXDWH WR
assess the efficacy and effectiveness of the program; as well as EMOCARE improves 
FDUHJLYHUV¶ well-being in terms of their satisfaction with life (Diener, Emmons, Larsen, & Griffin, 
1985). 
INTRODUCTION 
Following the psychiatric reform that took place in Spain in the 1980s, people with mental 
disorders (MD) were moved from psychiatric hospitals to community rehabilitation. This open-
door treatment not only enhanced the rehabilitation of these patients but also created new 
rehabilitation agents ±non-professional family caregivers. Patient relatives came to take care of 
their daily needs. Family caregivers experienced a remarkable change in their lives due to this 
new reality. Such reality requires that those nonprofessional family caregivers be provided with 
services, treatments and, in some cases, counseling to support their roles and function, as well 
as maintain their own health and sense of well-being.  
Over the years, family caregiver support programs have been developed in order to ensure the 
well-being of patients and improve their relapses. Bauml, Pitschel-Walz, Volz, Engel, and 
Kissling (2007), Lefley (2009), and Magliano and Fiorillo (2007), for example, show how families 
reap the benefits of these programs. The PIAE, comprehensive care program for PHQWDOLOOQHVV¶
patient family members, is provided by community mental health services at Sant Joan de Déu 
Hospital (SJD, by its Catalan acronym) in Barcelona (Spain). The program includes the services 
and expertise of a multi-disciplinary team including social workers, psychologists and a 
pedagogue on the staff. Interventions are aimed at integrating the patient in the community, and 
to reduce their relapse rates.  
Over the past three years, an emotional education training intervention for family caregivers has 
been developed based on Emotional Intelligence (EI) theory, among other relevant models, 
named EMOCARE.  
Resources invested in community-based intervention in Hospitals have been limited and 
education programs have not been an exception. In this harsh reality, where needs are 
increasing and resources are less and less available, designing an effective intervention aimed 
at those who need it the most may be a good-enough solution at the system level. This 
approach poses a challenge to professionals: researchers and practitioners alike to identify 
working models to lead the design and application of interventions.  
This chapter aims to fill the selection criteria gap through a systematic evaluation model 
including theories of motivation and of the individual. This systematic evaluation model would 
help professionals to select participants who may need such interventions the most, and may 
benefit from it the most.  
 
Theoretical framework 
 
The importance of EI in mental health 
The concept of EI refers to individual differences within the perception, processing, regulation, 
and use of emotional information (Nelis, Quoidbach, Mikolajczak, & Hansenne, 2009). 
Researchers and theorists have positioned this concept in two different perspectives, which 
differ in conceptualization and measurement: ability EI (Mayer & Salovey, 1997) and trait EI 
(Petrides & Furnham, 2001). 
One the one hand, ability EI (cognitive ability and emotional ability) includes four different 
dimensions: (1) identification of emotions, (2) effective use emotions, (3) ability to understand 
emotions, and (4) regulation of emotions. This model measures EI using maximum performance 
tests. 
On the other hand, trait EI (emotional self-efficacy) is formally defined as a personality trait 
(Petrides, 2011). It refers to a constellation of emotional self-perceptions located at lower levels 
of personality hierarchies (Frederickson, Petrides, & Simmonds, 2012). This model considers 
trait EI as a construct that includes 15 dimensions (Petrides & Furhma, 2001): life satisfaction 
(happiness), optimism, self-esteem, motivation, emotional regulation (inter- and intra-personal), 
impulsivity, stress management, social skills, assertiveness, relationship skills, emotional 
expression, emotional perception, empathy, and adaptability. This model evaluates EI using 
self-report inventory. 
Research (Mikolajczak, Petrides, Coumans, & Luminet, 2009) on EI and individual differences 
have grown considerably and it has been essential to recognize three levels of EI, from 
conceptual to practical: (1) knowledge of emotions (conceptual), (2) emotional capacity (ability 
to put into practice emotional knowledge), and (3) emotional disposition (or trait emotional) --
defined as the frequency of putting into practice our emotional capacity. This triarchic concept of 
EI opens the door to complementarity and provides a more comprehensive view of the 
construct. Petrides and Furham¶V (2001) classification considers that trait EI and ability EI are 
not mutually exclusive concepts. 
Focusing on the mental health field, emotional education may take center stage in accounting 
for coping strategies, resource management, interpersonal relationships and even advocacy in 
the service of the family-member patient (Bisquerra, 2003; Bisquerra & Pérez, 2007). Pérez-
González (2008), basing his work on Bisquerra, defines social and emotional education as an 
educational process that is planned and developed through programs, in non-specific primary 
prevention, with the goal of developing EI and social and emotional skills, in the short, medium 
and long term, and enhancing human development in order to increase personal and social 
welfare. 
A number of studies (Austin et al., 2005; Jaeger, 2003; Malterer, Glass, & Newman, 2008; 
Martins, Ramalho, & Morin, 2010; Petrides, Frederickson, & Furnham, 2004; Petrides, Pita, & 
Kokkinaki, 2007; Schutte, Malouff, Simunek, McKenley, & Hollander, 2002) have confirmed that 
EI are the resources that will be available to support the development ±personal and social±, as 
it is empirically associated with mental health, physical health, academic performance, personal 
development, being capable of adapting new situations, employability, etc. These personal 
resources can be learned, practiced, improved, stimulated and/or enhanced through EI 
interventions. 
Evidence of EI's role in health settings, specifically in mental health, is poor compared to other 
knowledge areas. Martins, Ramalho, and Morin (2010) conducted a meta-analysis in order to 
expand the one conducted by Schutte et al. (2002). In relation to mental health, it is noteworthy 
that trait EI showed a significantly greater association than the ability EI, TEIQue was the 
instrument that showed a stronger relationship with mental health. 
Previous studies have confirmed associations between EI and emotional stress (Ciarrochi, 
Deane, & Anderson, 2002; Pau & Croucher, 2003), anxiety and/or depression (Fernández-
Berrocal, Salovey, Vera, Extremera & Ramos, 2005; Summerfeldt, Kloosterman, Antony & 
Parker, 2006), with burnout and coping strategies (Montes-Berges & Augusto-Landa, 2007; 
Saklofse, Austin, Galloway & Davidson, 2007). However, mental health, in particular caregiver 
intervention, is a pending matter.  
EMOCARE program aims to complement services offered to caregivers (see Table 1). It is a 
preventive educational intervention that offers theoretical knowledge of EI and trains participants 
in a set of emotional skills that will improve their life satisfaction and increase their capacity to 
cope with stressful situations, with focus on settings related to caregiving and its implications. 
Apart from EI, EMOCARE includes topics such as constructive thinking, coping skills and social 
skills, related to family context and mental health. EMOCARE is a program of eight weekly 
sessions each lasting 90 minutes, led by a pedagogue accompanied by a psychologist or a 
social worker. The maximum number of participants in each session is 10. EMOCARE 
combined the work done by Salovey and Mayer (1997), Bisquerra (2003), and evaluation was 
carried out following the guidelines of Pérez-Juste (2006) and Pérez-González (2008). 
Sessions Content 
Session 1 - Welcome and introduction to the course. 
Introduction to de concept of EI - Content: EI and emotions concept. 
- Activities: Role-play, group activities, debates. 
- Homework: emotional diary.     
Session 2 
Identifying and emotions awareness  
- Welcome and homework 
- Content: primary and secondary emotions; positive and 
negatives emotions; identify own emotions. 
- Activities: group and individual activities, debates. 
- Homework: emotional diary.     
Session 3 
Identifying and emotions awareness 
II 
- Welcome and homework 
- ŽŶƚĞŶƚ ?ŝĚĞŶƚŝĨǇŽƚŚĞƌ ?Ɛ emotions, empathy 
- Activities: role-play, group activities, debates. 
- Homework: emotional diary.     
Session 4 
Emotional regulation 
- Welcome and homework 
- Content: what is emotional regulation, process to regulate ŽŶĞ ?Ɛ
emotions, strategies.  
- Activities: individual and group activities, debates. 
- Homework: emotional diary.     
Session 5 
Emotional regulation II 
- Welcome and homework 
- Content: process to regulate ŽƚŚĞƌ ?Ɛemotions, strategies.  
- Activities: role-play, group activities, debates. 
- Homework: emotional diary.     
Session 6 
Expressing emotions 
- Welcome and homework 
- Content: active listening, verbal and non-verbal communication.   
- Activities: role-play, group activities. 
- Homework: emotional diary.     
Session 7 
The use of emotions 
- Welcome and homework 
- Content: emotions and coping, ĐĂƌĞŐŝǀĞƌ ?ƐĞŵŽƚŝŽŶƐŝŶ
ĞǀĞƌǇĚĂǇ ?Ɛůife. 
- Activities: role-play, group activities, debates. 
- Homework: emotional diary.     
Session 8 
The use of emotions 
- Welcome and homework 
- Content: closure of the course, revision of the content.  
- Activities: role-play and debates. 
- Homework: emotional diary.     
Table 1. (02&$5(¶VSURJUDP 
(02&$5(¶VWarget audience is caregivers of people diagnosed with MD involved (or practically 
involved) in PIAE program. PIAE staff members have direct contact with family and/or patients 
and select participants according to the following selection criteria: patients aged over 18; 
relationship problems reported in the family context; and relatives¶PRWLYDWLRQWRSDUWLFLSDWH.  
Motivation and outcomes in EI related interventions 
With government funds on the decline, within a general climate of recession throughout the EU, 
the effectiveness of EI programs is more important than ever. Interventions are aimed 
specifically at target audiences that are most likely to reap benefits from an intervention like this.  
7KH6-'¶V VHOHFWLRQ FULWHULD Ds mentioned above, are based on family urgent care, cognitive 
level of family members, and motivation to participate in EMOCARE program. These criteria, 
however, do not help in identifying potential participants who will benefit the most from such 
programs in terms of behavior modification. Therefore, the SJD¶V VHOHFWLRQ FULWHULD PXVW take 
into account theories of individual motivation that describe factors shaping DSHUVRQ¶V behavior. 
The Theory of Planned Behavior or TPB (Ajzen, 1985) is a well-established behavioral theory 
that emerges from health and preventive psychology. TPB posits that behavioral intentions are 
highly related to target behavior, and the extent to which intentions to behave are carried out, 
depends on attitudes held by individuals, subjective norms and controllability levels of target 
behavior. A large amount of research has been conducted to test this model's relevance in 
fields such as alcohol-abuse behavior (Hagger et al., 2011; 6FKOHJHO '¶$YHPD =DQQD
DeCourville, & Manske, 1990); smoking cessation (Bobo & Rise, 2011; Hassandra et al., 2011), 
condom use (Godin, Fortin, Michaud, Bradet, & Kok, 1997; Jemmott, Jemmott & Hacker, 1992), 
and many more health related behaviors.  
Previous studies (Ajzen, 1991; Conner & Armitage, 1998; Godin & Kok, 1996) support the 
predictive validity of behavioral intentions, indicating that it accounts for 20% to 40% of the 
variance of behavior (Orbell & Sheeran, 2000; Rise, Thompson & Verplanken, 2003). Therefore, 
when a prospective participant in an EI program has a high intention to change, they have 
significantly higher chances of attaining the program's goals, compared with other who does not 
express such intentions. Attitude-behavior theories, such as TPB, provide understanding of the 
factors involved in the motivational process of behavioral change, but they are not the only 
ones: goal-setting theories focus on motivational processes towards achievement behaviors. 
Locke and Latham (1984) present Goal-Setting Theory (GST), based on the premise that 
human behavior derives its meaning from the goals it is aimed at; GST states that differences in 
performance goals held by men or women shape their performance. Locke, Latham and Erez 
(1988) noted that if there is no commitment to goals, then goal setting does not work. 
Nevertheless, studies by /DWKDPDQG/RFNH¶V  show that greater personal involvement 
brings along greater commitment to goals. They defined commitment as follows: ³the degree in 
which the subject ties to the goal, considers it as significant or important, is determined to 
achieve it, and keeps it despite setbacks and obstacles" (p. 217). 
A meta-analysis by Klein, Wesson, Hollenbeck, and Alge (1999) proved that goal commitment 
has positive effects on subsequent behavior; thus, goal commitment is essential for any goal 
theory. Gibbons et al. (1998, p. 1164) proposed that ³DFHQWUDOWHQHW>RIthe decision to commit 
to a particular behavior] is that because all behaviors involve premeditation or planning, [and] 
the only proximal antecedent of a particular action is the LQGLYLGXDO¶VLQWHQWLRQ to engage in that 
DFWLRQ´ $M]HQ &]DVFK DQG )ORRG  OLQNHG JRDO FRPPLWPHQW WR LQWHQWLRQV EHFDXVH ³D 
heightened sense of commitment increases the likelihood that the behavior will be carried out" 
(p. 1359). Along these lines, Nenkov and Gollwitzer (2012) suggested that commitment to a 
goal might cause a sense of responsibility towards individual goals, reinforcing the relationship 
between behavioral intentions, behavioral commitment, and behavior. 
Therefore, we add a fourth requirement to participate in EI programs: commitment to change. 
Nevertheless, this variable cannot be considered a selection criterion before knowing about the 
program. That is why we include commitment to change as a part of EI program in order to build 
a real bond with the patient and change and as a variable to be measured at the beginning of 
the program. 
To sum up, the selecWLRQ FULWHULD WR LQFOXGH SDWLHQWV¶ UHODWLYHs into EMOCARE program must 
consider: urgency, cognitive level, motivation to participate, intention to change, and 
commitment to change.  Specifically, the purpose of the study is to create a systematic 
evaluation model to ensure the efficiency and effectiveness of EMOCARE program, that is, we 
hypothesized that EMOCARE improves caregiver¶V well-being. Therefore, our hypothesis is that 
the application of EMOCARE does improve caregiver¶V well-being. 
METHOD 
Sample 
The participants of the study are the caregivers of people with MD involved or likely to be 
LQYROYHG LQ D 3,$( SURJUDP 7KH 3,$( LV D FRPSUHKHQVLYH FDUH SURJUDP IRU PHQWDO LOOQHVV¶
relatives, provided in a community mental health services at SJD Hospital in Barcelona (Spain). 
This service annually assesses 180 people. PIAE staff members who have direct contact with 
family and/or MD patients conducted the recruitment of potential participants. 
Selection criteria used by PIAE staff members to enroll caregivers in the program were: patients 
with MD aged over 18; relationship problems in the family context; need for urgent intervention; 
and patients who have lower cognitive levels to take the sessions. After identifying those 
participants who could take advantages of the program, Ribot got in touch with them in order to 
apply the measures conducted in t1. The experimental group was made up of those relatives 
who were motivated to attend EMOCARE program. The rest were asked to participate in the 
study as a member of the control group. Therefore, 10 caregivers who wanted to participate in 
EMOCARE program (experimental group), and five who did not want to participate in 
EMOCARE program (control group).  
Measures 
As we mentioned before, there are multiple measures to ensure that EI programs are effective 
and efficient. Depending on the group (control group or experimental group), these measures 
are applied differently. These measures are described below and presented in the Figure 1. 
Socio-demographic information. Our main objective was to know the family member-patient 
relation and the quality and frequency of this relationship. There are 14 questions that examine 
gender, age, study level, employment status, etc. 
Intention to change. As mentioned earlier, $M]HQ¶V  WKHRU\ DOORZHG XV WR GHYHORS the 
intention to change (IC) variable, adapting the intention scale from Quesada-3DOODUqV¶ 
dissertation. The scale was formed by 12-item self-report 5-point Likert scale (1: completely not 
agree, 5: completely agree). Internal FRQVLVWHQF\RIWKHVFDOHLVĮ  
The contextualization of the IC scale was carried out by experts on evaluation with knowledge in 
psychometric properties of the scale and in emotions related to the content of the EI program. It 
can be defined as the extent that participant is willing to change, or the effort he/she is willing to 
achieve the change. 
The IC scale was applied three times (t1, t2 and t3), always before testing motivation to 
participate and commitment to change in order to avoid bias. We presented the next phrase to 
family members ³How strongly do you agree the transfer of learning acquired to your personal 
and family life is a goal"´ and then they have to evaluate 12 items such as: ³I would like to apply 
what I learned in the course to my life´  
Motivation to participate. In any type of intervention it is essential that the person who is going 
to participate in show he/she is willing to do the program. Even if the participation is mandatory 
he/she cannot be forced to participate. This is extremely important when we are expecting from 
the patient an emotional change like the one we hope to have with EMOCARE program. 
Therefore, after being sure family members accomplish all selection criteria, we ask them if they 
want to participate in EMOCARE program [³Are you interested in participating in an emotional 
and education program"´ Given answers (yes or not) help us to assign patient relative in the 
control group (not interested) or the experimental group (interested). 
Burnout. We applied the Zarit Burden Inventory (Zarit, Reever & Back-Peretson, 1980), 
rendered into Spanish by Martín et al. (1996). The burnout scale (BS) is a 22-item self-report 
scale that assesses the UHVSRQGHQWV¶subjective experience of burnout. The caregivers respond 
through a 5-point Likert scale within a range from 0 (never) to 4 (nearly always). The scale 
assesses the negative effects (mental and physical health, social activities and financial 
resources) on caregivers. It was applied two times (t2 and t3). After several applications, 
LQWHUQDOFRQVLVWHQF\RIWKHVFDOHLVĮ . 
Satisfaction with Life. Subjective well-being has been related to two major components: the 
emotional and the cognitive component (Diener, 1984; Veenhoven, 1984). The Satisfaction with 
Life Scale (SWLS) (Diener, Emmons, Larsen, & Griffin, 1985) is a 5-item instrument designed to 
measure global life VDWLVIDFWLRQ RI WKH UHVSRQGHQW¶V OLIH It was applied two times (t2 and t3) 
using 7-point Likert scale ranging from 1 (strongly disagree) to 7 (strongly agree). Internal 
FRQVLVWHQF\RIWKHVFDOHLVĮ  
Emotional Intelligence Trait. Trait EI is defined by Petrides, Pita, and Kokkinaki (2007) as a 
constellation of emotional self-perceptions, located at the lower levels of personality hierarchies.  
To measure how participants perceived their emotional self-efficacy, we applied the Trait 
Emotional Intelligence Questionnaire-Short Form (TEIQue-SF) (Petrides & Furnham, 2006). 
This is a 30-item questionnaire that measures trait EI based on the TEIQue long form (Petrides 
& Furnham, 2003). The Spanish version validated by Pérez-González (2003) was applied two 
times (t2 and t3). For this short version, two items per subscales (15) were selected according 
to their correlations with the total subscales scores. Responses are rated on a 7-point Likert 
scale ranging from 1 (strongly disagree) to 7 (strongly agree). Internal consistency of the scale 
LVĮ  
Commitment to change. Commitment to change has an important role in the execution of a 
behavior. We adapted the goal commitment scale from Quesada-3DOODUqV¶ GLVVHUWDWLRQ
following Nenkov and Gollwitzer¶V (2012) definition. The scale was formed by 4 self-report items 
evaluated with a 5-point Likert scale (1: completely not agree, 5: completely agree); the internal 
FRQVLVWHQF\ RI WKH VFDOH LV Į    7KH commitment to change is defined as participant's 
willingness to not abandon and to invest effort to change as a prior goal of its personal and 
family life. 
Commitment to change scale was applied two times (t2 and t3); always after measuring 
intention to change. We presented the next phrase to family members ³How strongly do you 
agree the transfer of learning acquired to your personal and family life is a priority?´ and then 
they have to evaluate 4 items such as: ³, DPZLOOLQJ WRZRUNKDUGHU WKDQ , QRUPDOO\ZRXOG WR
DSSO\ZKDW,OHDUQHGLQWKHFRXUVHWRP\OLIH´ 
Procedure 
The study followed a quasi-experiment based on pre-post design with two groups (one of them 
is a quasi-control group). One of the researchers repeated the measurement three times: t1 ² 
first contact between PIAE staff members DQGWKHSDWLHQWV¶UHODWLYHVSUH-test); t2 ² first day of 
EI program (1st day); and t3 ²the final session (post-test). 
 
)LJXUH(02&$5(¶V6\VWHPatic Evaluation Model (Ribot-Horas & Quesada-Pallarès, 2014) 
7KH IRXU VWHSV RI (02&$5(¶V HYDOXDWLRQ SURFHVV FRQVLVWHG RI  WKH HYDOXDWLRQ RI SDWLHQW
referral (from January to February 2014); (2) the evaluation to organize the educational groups 
(control and experimental) (March 2014); (3) the development of EMOCARE (April to May 
2014); and (4) the evaluation of change in caregivers (from May to June 2014). 
Data analysis  
We entered the collected data to a SPSS v.17 Inc. database. First, we explored the data 
verifying the normality and outliers of the answers. Then, we performed reliability analyses to 
ensure the internal consistency of all scales. After that, we did descriptive, inferential and 
correlation analyses to achieve objectives and hypotheses testing. Below, we present the most 
relevant outcomes. 
RESULTS 
Reliability of the study measures 
First of all, we analyzed the reliability of the measures to test its internal consistency when we 
applied them to this sample. According to Nunnally (1970), all measures obtained a high 
UHOLDELOLW\HYDOXDWHGWKURXJK&URQEDFK¶VDOSKDYDOXHĮ!7DEOH2 presents the information of 
all scales regarding to its internal consistency. 
Scales &URQEDFK¶VDOSKD Number of items 
Intention to Change (IC) .979 12 
Burnout (BS) .820 30 
Satisfaction with Life (SWLS) .910 22 
Emotional Intelligence Trait (TEIQue) .935 5 
Commitment to Change (CC) .817 5 
Table 20HDVXUHV¶UHOLDELOLW\ 
Data overview 
Sample description. 60% of family members are the father or mother of the patient; however, 
there are also spouses (20%), sons or daughters (13%) and brothers or sisters (7%). Despite 
this relationship, only the 47% of family members are the main caregiver. It confirms the 
relationship frequency because the 33% of the relatives spend among 8 to 14 hours per week 
providing care. In fact, the 56% of the relatives live alone with the patient, which means that 
most of them may have an external caregiver. 
7KH SDWLHQWV¶ PHDQ DJH LV  \HDUV ZLWK D GHviation of 15.05 years; nonetheless, the 
FDUHJLYHUV¶PHDQDJHLV\HDUVZLWKDGHYLDWLRQRI\HDUV,WDJUHHVZLWKWKHUHODWLRQ
between relatives and patients, being the parents or the elders who adopt a more involving role 
on the caregiving process. 
Relatives who participated in the study were mostly women (60%); most of the relatives do not 
have a regular job (outside of their home) (60%) probably because the 47% of them have a 
basic educational level. Moreover, the 50% of the relatives are married and 21% of them are 
divorced. 
In general, the patient has been diagnosed for 10.33 years with a deviation of 7.97 years; 
otherwise, the coexistence time of caregivers with patients is 30.30 years with a 12.75 of 
deviation. These results point out that the coexistence is higher than the diagnosed time, 
WKHUHIRUH IRU D ORQJ WLPH SDWLHQWVDQG UHODWLYHVGLGQRWNQRZ IRU VXUHDERXWSDWLHQWV¶PHQWDO
illness. 
Finally, we asked them about the quality of the relationship relative-patient. In average, the 
quality of the relationship tend to be ordinary-mediocre because the mean is 3.27 with a 
deviation of 1.44, being 1 the best relationship and 6 the worst relationship. 
Tests results. It is also important to know how relatives rated the different tests according to 
the time of application. Table 3 shows these rates as a total as well as divided by the 
intervention group assigned.  
Scales Mean (std. deviation) according to the application time 
Scale 
values 
t1 t2 t3 
Intention to change (IC) 4.04 (1.12) 
3.62 
(1.92) 
4.07 
(1.01) 1 to 5 
IC-Control Group 3.33 (1.53) -- 
3.62 
(1.47)  
IC-Experimental Group 4.39 (0.71) 
3.62 
(1.92) 
4.30 
(0.67)  
Burnout Scale (BS) 2.97 (0.74) -- 
3.10 
(0.80) 0 to 4 
BS-Control Group 2.68 (1.17) -- 
2.93 
(1.00)  
BS- Experimental Group 3.12 (0.41) -- 
3.18 
(0.73)  
Satisfaction with life (SWLS) 4.25 (1.64) -- 
4.12 
(1.77) 1 to 7 
SWLS-Control Group 4.76 (2.36) -- 
3.92 
(2.81)  
SWLS- Experimental 
Group 
4.00 
(1.22) -- 
4.22 
(1.14)  
Emotional Intelligence Trait 
(TEIQue) 
4.68 
(0.66) -- 
4.54 
(0.51) 1 to 7 
TEIQue-Control Group 4.91 (0.56) -- 
4.71 
(0.40)  
TEIQue - Experimental 
Group 
4.56 
(0.70) -- 
4.45 
(0.55)  
Commitment to change (CC) -- 3.48 (1.93) 
4.05 
(0.71) 1 to 5 
CC-Control Group -- -- *  
CC-Experimental Group -- 3.48 (1.93) 
4.05 
(0.71)  
Note: -- the scale was not applied; * there is not a value 
Table 36FDOHV¶UHVXOWVDFFRUGLQJWRWKHDSSOLFDWLRQWLPHDVZHOODVWKHJURXSDVVLJQHG 
In general, we observe lower rates in t1 but the TEIQue test. Nonetheless, these data is only 
descriptive and, to know if it has been a significant change, we must apply inferential tests. 
Means comparison. The first mean comparison is based on independent samples, it means, 
ZH PXVW NQRZ LI WKHUH LV VLJQLILFDQW GLIIHUHQFHV RQ WKH WHVWV¶ UDWHV EHWZHen control and 
experimental group. 
Among pre-test measures (t1), we obtained no significant differences; it means that all 
caregivers had the same baseline in all scales. Table 4 summarizes the results. 
Scales Intervention group 
Mean  
(Std. Error) 
t-test for Equality of 
Means 
Effect size 
(r) 
t (df) Sig. 
Intention to change 
CG 3.33 (0.68) 
1.47 (4.9) .203 .553 
EG 4.39 (0.22) 
Burnout Scale CG 2.68 (0.52) 0.81 (4.5) .458 .356 
EG 3.12 (0.13) 
Satisfaction with life CG 4.76 (1.06) -0.84 (13) .418 .227 
EG 4.00 (0.39) 
Emotional Intelligence Trait CG 4.91 (0.25) -0.96 (13) .356 .257 
EG 4.56 (0.22) 
Table 46FDOHV¶FRPSDULVRQEHWZHHQLQWHUYHQWLRQJURXSVGXULQJSUH-test (t1) 
The previous tendency is repeated in post-test measures (t3). In this case, the result is not 
favorable to the study because it shows that there are no significant differences between both 
intervention groups during the post-test, after the experimental group attended the EMOCARE 
program. Nonetheless, it is worth to mention that the experimental group is twice the control 
group, and then the data may be insufficient to compare both groups. Table 5 shows the results. 
Scales Intervention group 
Mean  
(Std. Error) 
t-test for Equality of 
Means Effect size (r) 
t (df) Sig. 
Intention to change 
CG 3.62 (0.66) 
0.99 (4.9) .230 .408 
EG 4.30 (0.21) 
Burnout Scale 
CG 2.93 (0.45) 
0.56 (13) .585 .153 
EG 3.18 (0.23) 
Satisfaction with life 
CG 3.92 (1.26) 
0.23 (4.7) .828 .105 
EG 4.22 (0.36) 
Emotional Intelligence Trait 
CG 4.71 (0.18) 
-0.91 (13) .377 .245 
EG 4.45 (0.17) 
Commitment to change 
CG 0.00 (0.00) 
* * * 
EG 4.05 (0.22) 
Note: * it is not possible to compute it 
Table 56FDOHV¶comparison between intervention groups during post-test (t3) 
After analyzing the differences between intervention groups, it is necessary to know if there are 
differences between intervention groups and time application. To do so, we performed a general 
lineal model test based on a repeated-measure design (see Table 6). 
Scales 
Tests of Within-Subjects Effects Effect size 
(r) F value dfmodel dfresiduals Sig. 
Intention to change 2.193 1.083 14.076 .160 .367 
Burnout Scale 0.634 1 13 .440 .216 
Satisfaction with life 5.299 1 13 .039 .538 
Emotional Intelligence Trait 0.171 1 13 .686 .114 
Commitment to change 1.493 1 13 .244 .321 
Table 66FDOHV¶FRPSDULVRQEHWZHHQLQWHUYHQWLRQJURXSVDQGDSSOLFDWLRQWLPH 
The results inform that there is only one significant difference on the SWLS according to the 
intervention group (if they attended to the EMOCARE program) and the application time 
(compared between pre-test and post-test). This outcome points out that relatives from the 
experimental group improved significantly their satisfaction with life as a result of the EI 
program, compared with the control group (see Figure 2). 
 
Figure 2. Satisfaction with life outcome analyzed thorough a general lineal model 
Moreover, when we analyze the effect size of the SWLS, we identify a medium effect; then, the 
impact of EMOCARE program as an intervention is medium (Cohen, 1988). 
5. Discussion 
The need for a model that help the authors to explore the efficacy and effectiveness of 
EMOCARE program has been justified not only from a theoretical view (Pérez-González, 2008) 
but also from a practical view as a consequence of financial crisis and the negative effect of this 
crisis on educational programs in hospitals.  
(02&$5(¶V 6\VWHPDWLF (YDOXDWLRQ 0RGHO 5LERW-Horas & Quesada-Pallarès, 2014) was 
designed to provide a framework for assessment of EI programs²formed by five different 
measures at three different moments. The novelty of the model lead the authors to adapt 
intention to change and commitment to change scales to this population, while burnout, 
satisfaction with life and emotional intelligence trait scales were already applied in other 
education programs related to mental health (Diener, Emmons, Larsen, & Griffin, 1985; Martín 
et al., 1996; Pérez-González, 2003). Therefore, it was necessary to verify their reliability through 
a new sample. The results pointed out a good internal consistency of all measures; then, the 
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reliability of the scales was ensured and the objective of this research -to create a systematic 
evaluation model to ensure the efficiency and effectiveness of EMOCARE program- was 
achieved. 
Our second purpose, was to test the adequacy of EMOCARE. From now on we discuss the 
main findings previously presented.  
Firstly, we observed that the baseline measure of IC, TeiQue, SWLS and BS was not 
significantly different between the control group and the experimental group. In fact, we notice 
by the descriptive results that the control group is healthier than the experimental group. 
However, and according to the assumption that motivation to participate is related to a higher 
intention to change, we see that the experimental group (formed by participants who wanted to 
participate in the program) had more intention to change than the control group. 
Otherwise, baseline measures of the control group show interesting information. They do 
present lower scores in BS and higher scores in SWLS and TEIQue. As Ribot-Horas (2014) 
pointed out, it is understandable that people who are more satisfied with their life and perceive 
lower burnout, have less interest in participating in a program. However professionals have 
selected these people because they have encountered family relationship problems and they do 
not feel the need of participating. 
Secondly, the intention to change is lower in the t2 compared to the t1 (although this difference 
is not significantly higher if we take into account the t3 measure). This result can be explained 
by UHVSRQGHQWV¶DQVZHUVin the t1 before knowing their participation in the program. Then, after 
learning more about what the program was, and before the start of the program (t2), their 
intention to change decreases.  
Moreover, the differences between intention to change and commitment to change rates (t2 and 
t3) suggest that, even if they have less intention to change than commitment to change in t2, 
EMOCARE program helped them to know what they should change and how to improve their 
well-being. That way they feel more capable of achieving this change, and their expectations 
regarding their feelings are more realistic. Therefore, and even if there are no significant 
differences, the experimental group has been more involved in the process of changing their 
own mental health. 
Thirdly, although the burnout is not significantly lower (t1 compared to t3), that is, they are 
equally burned-out, the satisfaction with life is higher and the result shows significant increase in 
the experimental group It could be said that both groups, experimental and control group, are 
burned-out but, those who participated in EMOCARE program increased their satisfaction with 
life, although the burnout rate is the same. This result implies that the experimental group at t3 
could identify more satisfaction in their life than in t1; then, they could describe other elements in 
their everyday life apart from WKHLUUHODWLYHV¶PHQWDOGLVHDVH 
This last result partially confirms the hypothesis of this research. Not only (02&$5(¶V
Systematic Evaluation Model is adequate to assess the efficacy and effectiveness of the 
program, but also it improves family well-being, that is, their satisfaction with life. 
We want to highlight some of the limitations of this research. On the one hand, there is no 
information collected of the commitment variable for control group in t3; then it did not allow us 
to compare both control and experimental group. On the other hand, the small sample size 
impeded complex analyses and exploration of the relationship between total scores and socio-
demographic information.  
Our aim is to assess EMOCARE program and the psychoeducational program conducted in the 
PIAE for future studies. This will provide insight into the variables studied applying the 
Systematic Evaluation process to others interventions.  
Moreover it will be sought to increase the simple size by repeating the application of EMOCARE 
program; which may allow us to establish a pattern of intention to change and commitment to 
FKDQJHDVDVHOHFWLRQFULWHULDWRJXDUDQWHH(02&$5(¶VHIILFDF\DQGHIIHFWLYHQHVV,WZRXOGEH
interesting to encourage members of the control group to participate in the program in future 
interventions due to the need for an intervention, as they were proposed by professionals, even 
if members of the control group are not aware of the need.   
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